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Stopping routine vaccination for tuberculosis in schools
Brings the UK into line with much of the rest of the world F rom autumn 2005 the long running routine programme to vaccinate schoolchildren against tuberculosis with BCG vaccine will stop. This follows a decision by the chief medical, nursing, and pharmaceutical officers in July that there should be selective vaccination of high risk infants and other groups rather than routine vaccination of adolescents negative on tuberculin testing. 1 This decision comes after several years of discussion within the Joint Committee on Vaccination and Immunisation, and it closes an important chapter in the complex history of BCG vaccination. It comes as notifications of tuberculosis in England and Wales are at their highest level since 1983. The decision is well justified.
This BCG programme has been unique from its start in the mid-1950s, when a Danish vaccine (later produced by Glaxo) was introduced on the basis of efficacy shown in a trial carried out by the UK Medical Research Council. 2 The trial had been carried out in approximately 30 000 adolescents for pragmatic reasons-in order to recruit participants who were still tuberculin negative, but who were about to enter a period of high risk of disease. That trial remains the most rigorous trial of BCG vaccination carried out anywhere and is an important monument in the history of research in tuberculosis.
At the same time trials were carried out by the US Public Health Service (USPHS) in Georgia, Alabama, and Puerto Rico which found that the Tice BCG vaccines used there had little or no effect. 3 Faced with these results, each nation did the locally responsible thing-the USPHS decided not to introduce BCG vaccination because they had no evidence that it worked among their populations, whereas the UK authorities did introduce it, as they had good evidence of its value.
This touched off a controversy over the magnitude and determinants of the efficacy of BCG, which still continues. Many explanations have been proposed. Perhaps the most popular is that different populations are exposed to different environmental mycobacteria, which can provide as much immunity as BCG or otherwise interfere with it, and that the US trials happen to have been conducted in areas where such environmental exposure is highly prevalent. 4 Whatever the explanation for those initial trial results, they determined the policy of vaccinating adolescents in the United Kingdom, and the efficacy of the vaccines so given has since been confirmed repeatedly in observational studies. 4 5 The epidemiology of tuberculosis in the United Kingdom has changed greatly over the years since the BCG programme began. The annual risk of infection has declined from about 2% a year in 1950 to less than 1 per 1000 today, and the disease has become increasingly restricted to identifiable segments of the population, in particular immigrant communities: two thirds of cases in 2003 were in people born outside the United Kingdom. 6 Recent increases in the incidence of tuberculosis in the UK thus reflect patterns and trends in the movements of populations and in the epidemiology of tuberculosis worldwide.
That non-indigenous groups were at higher risk was first recognised in the 1960s and led to a national policy encouraging health authorities to consider supplementary BCG programmes for neonates or for people in contact with tuberculosis in these communities. The Joint Committee on Vaccination and Immunisation repeatedly examined the cost effectiveness of the routine programme in schools as an increasing proportion of the population at high risk received the vaccine in infancy and as the risk of disease in the general population fell. The number of cases in people born in the United Kingdom reached an all time low in 2003. 6 Although the criteria set by the International Union against Tuberculosis and Lung Disease for moving away from routine BCG vaccination were achieved in the 1990s, 7 policy makers were reluctant to stop the programme in schools because of lingering concerns that increases in the prevalence of HIV and in tuberculosis internationally might increase the risk of tuberculosis in the UK general population. This has not occurred, and it is clear that the risk of tuberculosis among immigrant communities declines over time once they have settled in the United Kingdom and that the imported disease has not led to increases in the risk of disease for the indigenous population. Under the new policy, BCG vaccination will be offered to infants in communities with an average incidence of tuberculosis of at least 40 per 100 000 and to unvaccinated individuals who come from, or whose parents or grandparents come from, countries where the incidence exceeds 40 per 100 000. Most people born in the United Kingdom will thus probably never receive BCG vaccination, and most will not be exposed to mycobacteria. This means that tuberculin testing will become increasingly efficient as a means of identifying people exposed to and latently infected with the tubercle bacillus, who may be given prophylaxis.
The change from routine to targeted vaccination is accompanied by technical changes. The Glaxo BCG vaccine has been replaced by one from the Danish Statens Seruminstitut and the multipuncture "Heaf" technique for tuberculin testing is being replaced by the intradermal injection "Mantoux" technique, which is the standard in the rest of the world. All of these changes bring the UK's approach to preventing infection with tuberculosis in line with policies and practice in many other countries.
BCG vaccination will continue to have an important role in protecting children in high risk populations from tuberculosis. Coupled with vigorous efforts to identify and appropriately treat cases, and to ascertain and offer prophylaxis to people with latent infection, the new policy should allow more efficient control of tuberculosis in the entire UK population.
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